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9 a.m. 

Fairmont 



Welcome and Thank You 

• Denise Juvik 

– denise.juvik@acs-inc.com   

– 406-457-9598 

 



Topics to be Covered 
 

• Provider Information Resources 

• Eligibility Verification and Types 

• Prior Authorizations 

• Claim Submission 

• Remittance Advice 

• Adjustments 

• Top Denials 

• Attachments 

• Medicare/TPL 



Provider Information Sources 

Where do you look? 

Who do you call? 



www.mtmedicaid.org 

Website Address 



• Medicaid Rules/Regulations 

– Critical information for ALL providers 

 

• Newsletters 

  – Claim Jumper and Passport to Health 

• What’s new    
 

• Provider Manuals  

− Most current  

− Index in rewritten manuals 

− Searchable 

Website Information 



Website Information 

• The General Information for Providers Manual  

–  Basic information about Medicaid 

• Accessible for all provider types 

 

–  Accessible from Provider Resources page 

 

–  www.mtmedicaid.org 

 

 

 

 





Website Information 

• Information organized by provider type 

 

−  Provider manuals 

−  Fee schedules 

−  Notices 

−  Replacement pages and other information 

−  Payment Schedule 

 







Contact ACS 

Provider Relations 
Phone: 800-624-3958  

Fax: 406-442-4402 

Email: 

– Ask Provider Relations on the web portal 

– mtprhelpdesk@acs-inc.com 

 



Eligibility Verification 



Montana Access to Health  

Hard Card 

Jane R. Client 

Member No: 1234567 

DOB:  08/29/1963 



Montana Access to Health  

Hard Card 



HMK – Healthy Montana Kids 



HMK – Healthy Montana Kids 





Healthy Montana KidsPlus   





Eligibility – What You’ll See 

• Full vs. Basic 

 

• CHIP / HMK (Healthy Montana Kids) 

 

• SLMB, QMB, QI 



Eligibility Verification 

• Montana Access to Health (MATH) Web Portal 

 

• Automated Voice Response System (AVRS) 

 

• FaxBack 

 

• Provider Relations 

 



Montana Access to Health Web Portal  

• www.mtmedicaid.org 

 

 

• Created by ACS in conjunction with DPHHS 

 

 

• Medicaid related information 

 



Montana Access to Health Web Portal 

• Active providers 

 

• Appropriate forms available from the website:  
www.mtmedicaid.org 

 

• Secure website 



FaxBack Facts 

• 1-800-714-0075 

 

• Response within minutes 

 

• Paper verification  

 

 



Automated Voice Response System Facts 

• 1-800-714-0060 
 

• Verbal verification 
 

• Press 3 for eligibility information 
 

• Access one client at a time 
– Multiple clients within phone call 

 
• Free to providers  



Eligibility Tips 

• Client Control Number on hard card 

 

• Client Medicaid ID number confidential 

 

• Verify at each visit 

 



Eligibility Tips 

• If a client does not have eligibility: 

 

– Private pay arrangements prior to service 

 

 

• If client believes they have eligibility for the date of 
service: 

 

– Contact local Office of Public Assistance prior to service 



Eligibility Tips 

• If you believe a client may meet Medicaid 
qualifications: 

 
– Have client contact local Office of Public Assistance 

 

• If a client is retroactively eligible: 

 
– Claims past timely filing must include  verification of 

retro eligibility  

 

– Provider’s choice 



PRTF 

 

 

• PRTF 

 

• Must bill direct 



QMB, SLMB AND QI 
 

Medicare Savings Program 
 



• Limited Medicaid benefits are available to pay 

for out-of-pocket Medicare cost-sharing 

expenses 

 

– QMB:  Qualified Medicare Beneficiaries 

– SLMB: Specified Low-Income Medicare 

Beneficiaries 

– QI: Qualifying Individuals  

What Is the Medicare Savings Program? 



What Are Dual Eligibles? 

• Dual eligibles are individuals who are entitled 

to Medicare Part A and/or Part B and are 

eligible for some form of Medicaid benefits. 

 

 



               Type of Medicaid Benefit 

Dual Eligible 

Category 

Part A 

Premium 

Part B 

Premium 

Medicare cost-

sharing 

Full Medicaid 

Benefits 

Medicaid Only No No No Yes 

QMB Yes Yes Yes No 

QMB Plus Yes Yes Yes Yes 

SLMB No Yes No No 

SLMB Plus No Yes No Yes 

QI No Yes No No 

  

The following chart describes the various categories 

of individuals known as Medicaid dual eligibles. 



What Is QMB? 

Qualified Medicare Beneficiaries 

 

• QMB client are clients for whom Medicaid 

pays the Medicare premiums and Medicaid 

share using lower-of pricing methodology for 

services covered by Medicare 

 

• QMB clients may or may not also be eligible 

for Medicaid benefits 

 

 



• If there is a Medicare payment, coinsurance 

and/or deductible amount on the line, 

Medicaid will pay using lower of pricing 

methodology. 

 

• If there is no Medicare payment, coinsurance 

or deductible amount on the line or if 

Medicare pays more than the Medicaid 

allowed amount, Medicaid will pay at zero. 

 

 

How Does a QMB “Only” Claim Process? 



• Reason Code:  96 

– Non covered charge/s 

 

• Remark Code: N192 

– Patient Medicare/Qualified Medicare Beneficiary 

 

 

*Provider can bill client for remainder if claim 

denies 

 

What Shows on RA if Denied? 



QMB/Medicaid Claims 

• Crossover claims come from GHI 

 

• If submit paper claim must have Medicare EOB 

 

• Pays the lower of pricing on crossover claims. 

 

• If the service is not covered by Medicare but is 

covered by Medicaid, Medicaid will pay the Medicaid 

allowed amount. 



• Specified Low-Income Medicare Beneficiary 

 

• Medicare premiums only 

 

• Claim will deny 

– Montana Medicaid does not have a payment 

responsibility for clients with SLMB 

 

What Is SLMB? 



What Shows on RA if Denied? 

• Reason Code:  96 

– Non covered charge/s 

 

• Remark Code: N30 

– Patient ineligible for this service 

 



SLMB/Medicaid Claims 

• Crossover claims come from GHI 

 

• If submit paper claim must have Medicare EOB 

 

• Pays the lower of pricing on crossover claims 

 

• If the service is not covered by Medicare Medicaid 

will pay the Medicaid allowed if the service is covered 

by Medicaid. 



• Qualifying Individual 

 

• Medicare premiums only 

 

• Claim will deny 

– Montana Medicaid does not have a payment 

responsibility for clients with QI 

 

 

What Is QI? 



• Reason Code:  96 

– Non covered charge/s 

 

• Remark Code: N30 

– Patient ineligible for this service 

What Shows on RA if Denied? 



Questions? 



Prior Authorization 



 

Fee Schedule Indicator 

• Procedure codes that require prior authorization  

• Check on fee schedule to see if procedure requires a 
PA, indicated by Y 

• Contact approver prior to providing service  

Proc     Mod                   Description                          Effective   Method        Fee       PA  

E0935     RR      PASSIVE MOTION EXERCISE DEVICE  1/1/2009    MEDICARE   $20.29     Y

   

 



Prior Authorization Tips 

• Check eligibility prior to obtaining a PA 

 

• Verify prior authorization by referring to PA notice 

 

• Correction Responsibilities lie with the Provider 

 

• PA number must appear on the claim form or 
electronic transmission 



Durable Medical Equipment 

Mountain-Pacific Quality Health  
1-800-292-7114 

 

• Prior authorizations for amounts over $1000.00 

 

• Additional services require PA 



Claim Submission 



Electronic Submissions 

• To submit claims 

−WINASAP 2003 

−Clearinghouse 

−Billing agent 

−Direct submission 

−Web portal 

 

Clean claims can be processed in two days, 
depending on day of submission 



Electronic Submission Benefits   

• Quicker provider payment 

 

• Denied claims can be corrected and 
resubmitted quickly 

 

• Added accuracy and security 

 

• Cost savings 



Paper Claims 

• Paper claims mailed to ACS are imaged, data 
perfected and adjudicated 

 

– Claims are processed via the Optical Character 
Recognition program (OCR) 

 

– Claim forms are available through print shops or may 
be available on website 



Remittance Advice 





Remittance Advice Tips 

• Grouped by status 

 

• Do not resubmit a claim in PENDED status 

 

• Work all denial reasons before resubmitting 

 

• Do not post payments listed under Credit Balance 

 

• Always contact Provider Relations if you have questions 

 



Adjustments 



Adjustment Types 

• Only paid claims! 

 

• Adjustment 

– Correction to a paid claim   

 

• Credit 

– Reversal of a paid claim   



Adjustment Types 

• Mass Adjustment  

– Mass adjustments are requested for specific populations of claims 

– Reprocess large numbers of similar claims.  

– System generated 

 

• Gross Adjustment 

– Financial transaction not associated with individual claims 

– May be a credit or debit 

 

 



Adjustment Tips 

• Individual Adjustment Form 
 

• Include a copy of the Remittance Advice 
 

• Will not be accepted by telephone 
 

• Only paid claims can be adjusted 
 

• One adjustment form per claim 
 

• Electronic vs. Paper 

 





Adjustment Tips 

• Adjustments and credits are processed as 
replacement claims 

 

• Credits and adjustments must be received within 12 
months of the date of service 

 

• To send a refund check 

− Must be made out to DPHHS 

− Mailed to ACS, with the words “History Only” at the top of 
the Adjustment Request Form 

 



Top Denials 

 

What you can expect, and how you can 

resolve them. 



Medicare 

• Medicare EOB and information on the claim do not 

match. 

 

• Medicare denied requesting more information 

 

• Claim is not on the Medicare EOB 

 

• Medicare Reason and Remark codes are not present 

 

 

 

 

 



Prior Authorization 

• PA missing  

– No PA information was entered on the claim form 

 

• PA invalid 

– Wrong PA entered for DOS 

– PA number does not match 

– Billed units or dollars exceeds approved 

– PA is used 

 



TPL Denials 

 • Client has TPL 

– TPL not indicated on the claim 

– TPL amount not present on the claim 

– Claim information and EOB do not match 

– TPL denial does not contain reason and remark codes 

 

• Claim indicates TPL 

– TPL indicator was checked or information was entered in the 

TPL section of the claim form 

– No EOB with Reason and Remark codes were attached 



Eligibility 

• Client ID missing or invalid 

 

• Client not eligible for date of service 

 

• Client is not eligible for Medicaid 

 

• Client not eligible for service type 
– MHSP only 

– HMK/CHIP only 

 
 

 

 



Non-Covered Service 

• Adaptive items for daily living 

• Environmental control items 

• Building modifications 

• Automobile modifications 

• Convenience/comfort items 

• Disposable incontinence wipes 

• Sexual aids or devices 

• Personal care items 

• Personal computers 

• Alarms/alert items 

• Institutional items 

• Exercise/therapeutic items 

• Educational items 



Non-Covered Service continued 

• Items/services provided to a client in a nursing facility setting  

  (see the Nursing Facility Services manual for details) 

• Furniture associated with the use of a seat lift mechanism. 

• Scales (covered if monitoring weight is part of any congestive heart 

  failure (CHF) treatment regimen). 

• Backup equipment 

• Items included in the nursing home per diem 



Medical Necessity 

• Certificate of Medical Necessity is not on file 

 

• Medicare denied for Medical Necessity 

 

• Supporting documentation was not presented 

 



Limits 

(capped, routine, inexpensive) 
• Rentals 

– 13 months of rental reimbursement 

– Additional or related items are not reimbursable 

during this 13-month period 

– Change in supplier during a 13-month period will 

not result in a new 13-month period or new 

purchase price limit 

 



Questions? 



Attachments 



Attachments 

• Claim Specific 

– TPL-denial / total allowed to deductible. 

– Medicare EOMB for Part B or Part C. 

 

• Non-Claim Specific 

– Blanket Denial Form 





PWK  

(Paperwork) 

• Coversheet 

– Client ID required 

– NPI / Provider number 

– Date of service 

 

• Cover sheet and attachment are imaged and 

stored in the document repository for referral. 

 



Claims Processing and PWK 

• Electronic claims  

– Must have the PWK indicator in the proper loop 

(2300) and segment or it will not be referenced. 

   Example  

   PWK✽OB✽BM✽✽✽AC✽DMN0012~ 

• Paper claims 

– Any edit posting on a claim requiring additional 

documentation to work results in a search for 

paperwork. 



Special Processing PWK 

• Some procedure codes that require a 

description 
 

– E1399 

 

– B9998  

 

– K0108 



Questions? 



Medicare Crossovers 



Medicare Crossovers 

• Claims crossover automatic from COBC-GHI 

 

• What does crossover 

– Institutional Claims 

– Professional Claims 

 



Claims That Do Not Crossover 

• Options 

 

– Bill electronically with appropriate Medicare 

qualifiers and data included in transaction 

 

– Bill electronically with PWK indicator and send 

Medicare EOB as paperwork attachment 

 

– Bill on paper forms 



Paper Billing 

• Bill on paper claim forms 
 

– Professional 
 

• Do not enter Medicare information on 1500 

– No Medicare paid amount in field 29 

 

• Attach a copy of the Medicare EOB for all 

paper claims submitted 

– Include reason and remark code description for all 

Medicare denials 



Common Issues Resulting in Denials 

• Client has Medicare on file and no Medicare 

information is present on claim 

• Medicare denied service as not medically 

necessary 

• Medicare EOB and claim do not match 

– Check 

• Client, date of service, billed amount, and 

procedure code 

• Medicare denial reasons are not attached 



Common Issues Resulting in Denials 

• Medicare denied as a duplicate 

• Medicare denied for a billing error 

• Medicare denied for timely filing 

• Medicare denied for service not paid 

separately 

• Medicare denied because service paid by 

another payer 

 

 



Third Party Liability  



TPL Responsibilities 

• Insurance verification 

• Assist with problem claims 

• Retro Medicare 

• Carrier Billing 

• Provider checks/refunds 

• Credit balance 

• Trauma investigations 



Services to You 

• Pay and Chase 

– 90 Day Rule — Providers can request that 

Montana Health Care Programs process the claim 

and subsequently bill the other payer. 

 

– Specific circumstances result in automatic pay and 

chase. 

– Some prenatal and pediatric codes 

 



Blanket Denial 

• Include documentation that the client’s other 
insurance never pays for a particular service. 

 

• Requests are available on the web or from TPL.  
Complete and return requests to TPL.  

 Fax to 406-442-0357. 
 

• In return you will receive the blanket denial along with 
a tracking  reference number to be used for billing. 

 





How to Bill Using a Blanket Denial 

• ACS staff work TPL edits that post for which a 
blanket denial has been created. 
– Electronic claims: include pwk indicator and tracking 

number. 

– Paper Claims: send the claim and a copy of the blanket 
denial 

 

• Blanket denials are valid for two years from date on 
the request. Renewals must be requested and are 
not automatic.  



Common Problems 

• No TPL amount on the claim 

– If you have information TPL has termed, please 

call Provider Relations @ 1-800-624-3958  

• Medicare information is put in as a TPL 

amount 

• No paperwork attachments 

 



What Should I Send to TPL? 

• Problem TPL claims 

• 90-day pay and chase claims 

• Verification requests from TPL 

• Blanket denials 

• Refund checks 

– Note if it’s for credit balance 



Thank you for attending! 

 

Questions? 


